Purpose of the Study: To evaluate the extent to which religious affiliation and self-identified religious importance affect advance care planning (ACP) via beliefs about control over life length and end-of-life values. Design and Methods: Three hundred and five adults aged 55 and older from diverse racial and socioeconomic groups seeking outpatient care in New Jersey were surveyed. Measures included discussion of end-of-life preferences; living will (LW) completion; durable power of attorney for healthcare (DPAHC) appointment; religious affiliation; importance of religion; and beliefs about who/what controls life length, end-of-life values, health status, and sociodemographics. Results: Of the sample, 68.9% had an informal discussion and 46.2% both discussed their preferences and did formal ACP (LW and/or DPAHC). Conservative Protestants and those placing great importance on religion/spirituality had a lower likelihood of ACP. These associations were largely accounted for by beliefs about God's controlling life length and values for using all available treatments. Implications: Beliefs and values about control account for relationships between religiosity and ACP. Beliefs and some values differ by religious affiliation. As such, congregations may be one nonclinical setting in which ACP discussions could be held, as individuals with similar attitudes toward the end of life could discuss their treatment preferences with those who share their views.
Many religious organizations in the United States have issued formal statements on appropriate endof-life (EOL) care. The U.S. Conference of Catholic Bishops (USCCB, 2009) advocates life-sustaining treatments that do not lead to undue suffering, whereas the National Association of Evangelicals (1994) approves withdrawal of life support that unnaturally extends life. Position statements do not, however, fully determine EOL decisions among congregants. Congregants may discuss illness and death during services for the deceased, and the spiritual emphasis of hospice care often attracts congregant volunteers. Therefore, we might anticipate that persons with greater religious participation would be more prone to engage in advance care planning (ACP) because religious exposure may inform knowledge of religious teachings and EOL practices.
This speculative hypothesis, however, is not supported by empirical studies. Self-identified religious importance (hereafter referred to as religiosity), religious service attendance, and positive religious and spiritual coping are negatively associated with ACP likelihood (Allen et al., 2003; Balboni et al., 2007; Phelps et al., 2009; True et al., 2005) . These counterintuitive findings raise the following question: Why are highly religious people less likely to engage in ACP, particularly when ACP may specify treatment preferences consistent with one's religious beliefs, including preferences for intensive medical intervention?
Further, one might expect denominational differences in EOL teachings to translate into different ACP rates; those belonging to religions with specific teachings may have well-defined EOL preferences, making them more likely to engage in ACP. Empirical studies do not support this hypothesis, however; both Catholicism and conservative Protestantism provide detailed EOL teachings to members, yet their members are not consistently more likely than others to do ACP (Black, Reynolds, & Osmand, 2008; Carr & Khodyakov, 2007) . Regardless of religious affiliation, the degree to which individuals agree with or follow the teachings of religious organizations varies and may depend on factors such as theological liberalism or conservatism (Sharp, Carr, & MacDonald, 2012) .
Although prior studies have evaluated differences in ACP rates and EOL treatment decisions by religious denomination and participation (Black et al., 2008 , Phillips et al., 2011 Randall & Bishop, 2012) , relatively little is known about why and how religion shapes ACP. Understanding attitudinal factors that encourage ACP is crucial for improving EOL care. Those who do not engage in ACP are at higher risk of having care discordant with their preferences (Mack, Weeks, Wright, Block, & Prigerson 2010) . We propose that religiosity and denomination are associated with attitudes regarding individual control over life and death: (a) beliefs about who controls life length and (b) values related to control over physical functioning, social interactions, and spiritual needs at the EOL. These attitudes, in turn, may affect whether one engages in ACP. Our work is guided by the Common Sense Model (CSM) of Illness Representations.
Conceptual Framework
The CSM states that individuals' perceptions of their own health and illnesses affect the decisions they make when seeking health care (Leventhal, Diefenbach, & Leventhal, 1992) . Illness perceptions include perceived controllability of an illness or a scenario (here, EOL in general); those who believe their illness is controllable are more likely to seek treatment. Similarly, those who believe that the timing and nature of death are beyond one's own control may be less likely to engage in ACP. After defining ACP and religious constructs below, we describe how religiosity and denomination may be associated with beliefs and values about control over the circumstances of one's own death. We use the CSM to explain how these beliefs and values may influence likelihood of engaging in ACP (Figure 1 ).
Advance Care Planning.-Various care preferences can be transmitted via ACP, and no set of preferences is "correct." Further, preferences may change over time. For these reasons, we focus on the completion, but not the content, of ACP. ACP includes informal discussions and formal transmissions of preferences for or against different types of EOL. Formal tools include living wills (LW), which are written records of health care preferences and durable power of attorney for healthcare (DPAHC) appointments, which provide a person with legal authority to make decisions if a patient is incapacitated. Because formal ACP has limitations, including patient access to the document at critical decision-making moments (Perkins, 2007) , practitioners encourage supplementation of formal ACP with informal discussions of preferences with family members and care providers. Although discussions are not legally binding, they help patients clarify their treatment preferences and values with those who may represent them in future decisions (Doukas & Hardwig, 2003) . Discussions are more nuanced and may better reflect values and beliefs that are influenced by religion than formal planning, which is often initiated in time-limited health care settings by providers (Carr, 2012) . Discussions also may appeal to members of religious groups who are uncomfortable with boilerplate language in traditional LWs or that restrict the statements LWs may include (Mitchell & Whitehead, 1993; USCCB, 2009) .
Religious
Affiliation, Religiosity, and Spirituality.-Most studies find that religiosity/ spirituality and theological conservatism are more relevant constructs than specific religious affiliation in influencing EOL care, as individuals within groups vary widely in their adherence to formal denominational teachings (e.g., Sharp et al., 2012) . Religiosity refers to formal sets of beliefs and involvement with a religious group, whereas spirituality refers to the "individual's subjective experience of the sacred" (Idler et al., 2009) . Theological conservatism refers to beliefs emphasizing holy writings as direct teachings of God. This perspective is particularly associated with some faith traditions, such as Baptists and other evangelical Christians.
Religion and Beliefs and Values About
Control.-Beliefs about control over length of life. Perceived controllability of health influences actions taken to address health scenarios (Leventhal et al., 1992) . Perceived control over the EOL includes the degree to which one believes that the timing of death is determined by God and beyond individual control. Religious affiliation and religiosity/spirituality may influence beliefs about control over life length. Members of conservative religious groups often place great importance on personal relationships with God and believe that life events reflect God's will. Beliefs that a higher power controls medical outcomes are more prevalent among adherents to theologically conservative than liberal denominations (Sharp et al., 2012) . For instance, in a study of EOL beliefs in an African American sample that was primarily Baptist, respondents frequently alluded to "a higher power that has the last say" (Bullock, 2006) . By contrast, beliefs that death is a natural part of life may be more prevalent among individuals who view religion as unimportant or who have no religious affiliation; they may be less prone to interpret daily events and experiences as having religious significance (Davis-Berman, 2011) .
Values for EOL care. EOL values differ by religiosity and affiliation, and many values reflect the desire to control treatment (e.g., valuing not being connected to machines), situations surrounding death (e.g., the place of death), or relationships (e.g., resolving family disagreements). Catholic teachings that individuals "are not the owners of [their] lives" (USCCB, 2009, p. 29) and that life support should be continued except in extraordinary circumstances may translate into a value emphasizing use of all available treatments at the EOL among some Catholics (Sharp et al., 2012) . In addition, religious individuals who believe the circumstances of death are beyond their control may be less likely to value controlling location of death or circumstances surrounding EOL care.
Influence of beliefs and values about control on ACP likelihood. Belief that a higher power controls life length is related to lower formal ACP rates (Carr, 2011; True et al., 2005) . If an outcome is viewed as beyond one's control, and attempting to take control is viewed as counter to God's will, the CSM suggests that there would be little reason to plan for future health care scenarios and to engage in ACP (see Johnson, Kuchibhatla, & Tulsky, 2008) . In addition, valuing religious experiences at the EOL could be associated with lower ACP rates if planning is thought to be against God's wishes and one conceives of one's relationship with God in a personal way (True et al., 2005) . Persons who highly value life-extending treatment and view it as "as consistent with the will of God in EOL decision-making" may incorrectly view ACP as a tool that necessarily limits treatment and thus have lower ACP rates (Winter, Dennis, & Parker 2009, p. 427; Winter & Parks, 2011) .
By contrast, less observant and/or more theologically liberal individuals who believe that death is a natural part of life might be more willing to engage in ACP because taking control over the dying process is consistent with secular beliefs that emphasize individualism and autonomy (Sharp et al., 2012) . Individuals who value controlling the circumstances of their death and who view ACP as a means of control should be more likely to engage in ACP.
Other Influences on ACP.-Religious affiliation and religiosity are associated with educational attainment and race, and these both predict ACP rates. Highly educated individuals are less likely to use religious beliefs while making decisions (Schieman, 2011) and more likely to engage in ACP (Carr & Khodyakov, 2007) . African Americans are more likely to belong to conservative Protestant denominations (Idler et al., 2009) and are generally less likely to do formal ACP (Kwak & Haley, 2005) . They also are more likely to believe that the timing of death is within the hands of God (Carr, 2011) . A more in-depth discussion of the intersection of race and religion is beyond the scope of this article but excellent discussions of this topic can be found elsewhere (Bullock, 2006; Phipps et al., 2003; Schmid, Allen, Haley, & DeCoster, 2010; Smith et al., 2008) .
In sum, we evaluate pathways by which religious affiliation and religiosity may be associated with ACP in a diverse outpatient sample of adults with chronic illnesses while controlling for sociodemographic factors that may account for a spurious relationship.
Design and Methods
Our sample included community-dwelling adults aged 55 and older from the New Jersey EOL study. Participants were recruited from two hospital clinics and a cancer center and had diagnoses of colorectal cancer, type 2 diabetes, or congestive heart failure. Individuals self-identifying as healthy also were recruited, but in our interviews, most of these participants reported a major health condition. Of the 575 patients meeting inclusion criteria, 53% (n = 305) consented to a face-to-face interview between 2006 and 2008. Reasons for nonparticipation included discomfort with or insufficient time for research participation. Further study details are available elsewhere (Carr, 2011) . This study was approved by the Institutional Review Boards of Rutgers University and the University of Medicine and Dentistry of New Jersey.
Dependent Variables
Informal ACP Discussion.-Respondents were asked whether they had discussed EOL health care plans and preferences with anyone: "Have you discussed your plans about the types of medical treatment you want or don't want to receive if you become seriously ill in the future?" Formal ACP.-Respondents reported whether they had a "living will or advance directive" or DPAHC. We group these activities together as formal ACP because they typically are done in tandem; 81% of respondents with an LW had a DPAHC and 89% of those with a DPAHC had an LW.
Explanatory Variables
Religious Affiliation.-Respondents chose their affiliation from a list: mainline Protestant (e.g., Episcopalian, Lutheran), conservative Protestant (e.g., Evangelical Christian, Baptist), Catholic (Roman Catholic, Greek Orthodox, Russian Orthodox), Jewish, others (Hindu, Muslim, Unitarian), or none. These affiliations reflect labeling conventions consistent with those used in the literature (Idler et al., 2009; Sherkat, 2010; Smith, 1990) , and these labels do not necessarily characterize the specific theological beliefs of persons within each denominational subgroup.
Religiosity and Spirituality.-Respondents rated the importance of religion and spirituality and the degree to which they believed that spiritual or religious beliefs would influence their medical decisions if they were seriously ill (Ehman, Ott, Short, Ciampa, & Hansen-Flaschen, 1999) . Religiosity and spirituality were highly correlated (φ = 0.62) and combined into one variable (1 = religion and/or spirituality very or extremely important; 0 = neither very or extremely important). Influence of beliefs on medical decisions was dichotomized (1 = very, extremely; 0 = somewhat, not very much, not at all). Respondents indicated frequency of attendance at religious services. Attendance was correlated with religiosity/spirituality (point biserial correlation = 0.41) and was therefore not included in multivariate models. Instead, we focused on attitudinal aspects of religion.
Beliefs.-Respondents indicated strength of agreement with statements about who/what controls life length (original to study or from Wong, Reker, & Gesser, [1994] ). Principal factor analysis produced a God control [GC] (α = 0.89, range 0-4) versus natural death [ND] factor (α = 0.70, range 0-3). The GC score is the average of answers to three items ("It is God's will when one's life will end"; "The length of one's life is determined by God"; and "I believe in turning my health problems over to God"). The ND score is the average of answers to two items ("Death should be viewed as a natural, undeniable and unavoidable event"; "Death is simply a part of the process of life"). Higher scores indicate greater strength of belief.
Values.-Values placed on physical and mental functioning, family and social functioning, and spirituality were assessed. Respondents rated the importance of 14 EOL elements (e.g., "using all available treatments"; adapted from Steinhauser et al. [2000] ; full list in Table 1 ). Responses were dichotomized (very vs somewhat, not very, or not at all important), reflecting the skewed distribution of responses. "Don't know" responses were coded as missing.
Sociodemographics.-Respondents' age, gender, marital status, education, race (White, Black, other), and Hispanic ethnicity were recorded. Respondents reported how difficult it was to pay monthly bills (very or somewhat vs not very or not at all).
Health.-We dichotomized self-rated health as fair or poor versus good, very good, or excellent. We included a count of chronic conditions that a doctor had told the respondent he/she had or for which the respondent was taking medications. The average difficulty respondents reported for nine activities of daily living (ADLs) and/or independent activities of daily living (IADLs) was calculated. Higher scores indicate poorer functioning.
Analyses
We used analysis of variance and chi-square tests to examine bivariate associations among religious affiliation, values, beliefs, and informal and formal ACP. We used logistic regression to examine informal discussions and combined ACP (informal plus formal ACP; 92% of respondents with formal ACP also reported informal discussions).
Individuals missing data on GC or ND beliefs, religious affiliation, or sociodemographic or health characteristics were dropped from the regressions, leading to a sample size of 292 for informal discussion models and 291 for combined ACP models. Mean substitution was used for missing values for religiosity/spirituality, the influence of beliefs on medical decisions, and values. Of the regression sample, less than 1% (n = 3) of respondents were missing data on religiosity/spirituality. Twelve percent (n = 36) of respondents were missing data on one or more physical functioning values, 13% (n = 39) were missing data on family values, and 11% (n = 33) were missing data on spiritual values. We constructed a variable indicating when there was at least one missing response for the value questions.
We estimated binary logistic regression models to evaluate the extent to which affiliation and religiosity are associated with ACP and the degree to which these relationships are accounted for by beliefs and/or values. Explanatory variables in each model were as follows: (a Tables 4 and 5 for full list of variables). Within outcomes, model fit was compared with Akaike's information criterion with a small sample size correction (AICc). Analyses were performed with SAS 9.2 (SAS Institute, Inc., Cary, NC).
Results
The average age of respondents was 69 years (range 55-90), and 63.3% were female (Table 1) . The sample was 60.3% White, 26.2% Black, and 13.4% other race. Eighteen percent were Hispanic. About half (45.9%) had fair or poor self-rated health. Over two thirds (68.9%) reported an informal discussion and half had an LW and/or a DPAHC (50.2%). Of those with discussions, 67.8% did formal ACP; 46.2% did a combination of informal and formal ACP.
The most common religious affiliations were Catholic (31.1%), mainline Protestant (22.3%), Jewish (17.4%), and conservative Protestant (16.4%). Religion/spirituality was very or extremely important to most respondents (74.8%).
More than half the respondents highly valued the following physical and mental functioning Most values were correlated only weakly within categories (|Cramer's V| = 0.00-0.31, physical and mental functioning; 0.03-0.31, family and social functioning; 0.14, spiritual functioning). GC and ND beliefs were not significantly correlated (Pearson correlation coefficient = −0.03; Table 2 ).
Bivariate Associations Among Religious Affiliation, Beliefs, Values, and ACP
Chi-square tests (Table 3) revealed that Jewish respondents had the highest rates of informal discussions (86.8%), formal ACP (70.8%), and combined informal and formal ACP (76.9%), whereas conservative Protestant respondents had the lowest ACP rates (discussions: 54.0%, formal ACP: 32.0%, and combined ACP: 26.0%).
Religious affiliation was significantly associated with religiosity/spirituality, with conservative Protestants the most likely to report that religion/ spirituality were very or extremely important to them (98.0% of conservative Protestants). They were the most likely to report that religious beliefs would influence their medical decisions (67.4%) and had the highest religious service attendance.
Conservative Protestants had the strongest GC beliefs, whereas Jewish and nonaffiliated respondents had the weakest. A post hoc two-sample t test found that conservative Protestants had significantly weaker ND beliefs when compared with all other respondents.
Few values were significantly related to affiliation. Under physical and mental functioning values, conservative Protestants were more likely (94.0%) than Jewish (54.7%) and nonaffiliated respondents (52.9%) to highly value freedom from shortness of breath (p < .001). With respect to family and social functioning values, conservative Protestants were the most likely to highly value planned funeral arrangements (p < .001). Among spiritual values, conservative Protestants (100.0%) and Catholics Religious beliefs will influence medical decisions "very much or extremely" vs not at all, not very, or somewhat.
*p < .05. **p < .01. ***p < .001. When values and beliefs were analyzed simultaneously (Model 5), the relationships among combined ACP and beliefs and values remained the same as in previous models. However, controlling for health and sociodemographics in the final model (Model 6) improved model fit and accounted for some of the relationships among beliefs, values, and combined ACP. Stronger ND beliefs and valuing controlling place of death remained associated with higher odds of combined ACP, and valuing freedom from shortness of breath remained associated with lower odds of combined ACP. We ran a sensitivity analysis in which "influence of beliefs on medical decisions" was split into three categories (not at all/ not very, somewhat, very/extremely) rather than dichotomized. Shortness of breath was no longer associated with combined ACP in this specification.
Discussion
Our study examined whether and how religion affects ACP via beliefs and values about EOL control. Strong bivariate associations between religious affiliation and ACP were largely accounted for by beliefs and values about control in multivariate models. Beliefs about God's control over life length differed by affiliation, but, contrary to our hypotheses, many values about control over the EOL were equally important across religious groups. Overall, beliefs in God's control over life length were associated with lower likelihood of ACP (either informal or formal), whereas valuing individual control over EOL circumstances was associated with greater ACP likelihood. This is in line with the CSM; individuals are more likely to engage in health-related actions when they perceive control over an illness or scenario. 
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Notes: ADL = activities of daily living; IADL = independent activities of daily living; AICc = Akaike's information criterion with a correction for small sample size.
a Religious beliefs will influence medical decisions "very much or extremely" vs not at all, not very, or somewhat. 
Religious Affiliation and ACP
Conservative Protestants were the least likely to engage in ACP, and Catholic respondents were less likely to engage in ACP than respondents with Jewish or no religious affiliation. Similar patterns have been observed elsewhere (Black et al., 2008; Carr & Khodyakov, 2007) . The relationship between Catholic affiliation and ACP disappeared after accounting for religiosity/spirituality. Catholic respondents were more likely to view religion/spirituality as very important compared with Jewish respondents or those with no affiliation, and highly religious/spiritual individuals from any affiliation were less likely to do ACP. By contrast, the relationship between conservative Protestantism and ACP persisted after accounting for religiosity/spirituality and largely reflects differences by affiliation in beliefs about control over life length and in EOL values. One possible explanation is that conservative Protestants are more theologically conservative, and theologically conservative beliefs-such as literal interpretation of the Bible-can pose obstacles to ACP (Sharp et al., 2012) .
Beliefs About God's Control Over Life Length
The relationship between conservative Protestantism and lower rates of informal ACP discussions was accounted for by stronger beliefs in God's control over life length. Because conservative Protestants are more likely to believe that an outside entity controls life length, they may feel less of a need to plan for the EOL. Their lower combined ACP likelihood also was partly accounted for by GC beliefs, but this relationship was not evident after controlling for health and socio demographics. This may reflect the fact that African Americans are over-represented among conservative Protestants, and African Americans have lower ACP rates than Whites (Carr, 2011) .
The relationship between conservative Protestantism and lower rates of combined ACP was also accounted for by weaker beliefs in death as a natural part of life. Those endorsing this belief were more likely to engage in combined ACP. Persons who do not believe that God controls life length might feel a need to appoint a specific person to take control in case they are incapacitated. "Control over the future" is one reason for wanting an LW or a DPAHC (Phipps et al., 2003) . Individuals who believe that death is a natural part of life may engage in ACP because they want to ensure that they have an opportunity to die when naturenot medicine-intended (Cohen-Mansfield et al., 1991). Alternatively, individuals who believe that death is a natural event may be less fearful of discussing death, making them more likely to engage in ACP.
Values Regarding Control Over EOL
The association between conservative Protestantism and low discussion rates was accounted for by valuing having all available treatments. Individuals valuing all treatments may not feel a need to discuss preferences; when preferences are unknown, the default is often to receive life-sustaining treatments. These results align with other studies showing that valuing all treatments coincides with stronger faith in God (Winter et al., 2009 ) and that persons preferring aggressive treatments are less likely to do ACP (Winter & Parks, 2011) .
The association between conservative Protestantism and low combined ACP likelihood also was accounted for by valuing freedom from shortness of breath in some models. This value may indicate that individuals want control over EOL oxygen access and do not want to limit treatment options via ACP. There may be a misconception that dyspnea would not be addressed when treatments such as ventilation are restricted, when in fact, shortness of breath is a common symptom focus of palliative care. This relationship may be spurious; it weakened when we controlled for sociodemographics, and the conservative Protestants in our sample are of lower socioeconomic status.
Other values associated with preferences for individual control over the dying process were associated with ACP likelihood without being associated with affiliation; they were held in equal proportions across religious affiliations. Avoiding machines and feeling that one's family is prepared for death were related to greater discussion likelihood. Valuing controlling place of death was associated with higher combined ACP likelihood. A desire to be mentally aware at the EOL was associated with lower discussion likelihood, perhaps reflecting a belief that one would retain sufficient mental clarity to make his/her own EOL decisions. Several of these control values are characteristic of what many view as a "good" death (Carr, 2012) . Additionally, our sample was relatively highly educated, and highly educated people tend to value control over fatalism (Powe & Finnie, 2003) . This suggests that there may be individuals in religious groups that have traditionally shied away from ACP who want more control over the EOL. Educating individuals that ACP is about transmitting preferences and that it is not synonymous with limiting treatment may promote receipt of care concordant with values and spiritual needs.
Limitations
Our results provide insight into the roles of control beliefs and values in the relationship between religion and ACP behaviors, but denominations are only one of several factors influencing individuals' health-related decisions. Theological liberal and conservative Catholics and Protestants differ widely in preferences for EOL treatments (Sharp et al., 2012) ; heterogeneity of Catholic EOL viewpoints was dramatically demonstrated in the case of Terri Schiavo. Our sample size does not allow us to stratify Catholics or conservative Protestants by ideological beliefs; however, the nonsignificant effects of Catholicism may reflect heterogeneity within the category.
In addition, our results among conservative Protestants might be confounded by race, as 86% of the conservative Protestant respondents were African American. However, adding sociodemographics to our analysis of informal discussions did not improve model fit. For combined ACP, there was a difference by race, with White and non-Hispanic respondents more likely than other respondents to have engaged in combined ACP. This is consistent with most existing literature (Kwak & Haley, 2005; Phipps et al., 2003; Smith et al., 2008) .
Our sample size precluded us from examining relationships between ACP rates and differences in values beyond the dichotomies we studied and from accounting for the effect of unobserved variables on the probability of having missing responses on the values questions. In addition, our sample's religious distribution differs from the national distribution; it includes fewer conservative Protestant (16.6%) and more Jewish (17.6%) respondents than in the United States overall (26.3%; 1.7%, respectively; Pew Forum on Religion and Public Life, 2008). Our findings are only generalizable to others within Judeo-Christian belief systems. Furthermore, these data are cross-sectional, so we cannot determine how religion, values, and beliefs influence each other.
Conclusions and Implications for Policy and Practice
ACP encompasses discussions as well as formal documents such as LWs. Although most religious groups do not prohibit the use of LWs or DPAHCs, they may recommend restrictions on what kinds of treatments can be specified in these documents or who is designated to resolve treatment dilemmas (Grodin, 1993; USCCB, 2009 ). For these reasons, highly religious individuals, especially those with a strong belief in God's control over the EOL, may be hesitant to engage in any kind of ACP. One type of ACP that may be more appealing to religious individuals is the more flexible and personal "Five Wishes Document," where individuals can document wishes found in traditional LWs as well as religious beliefs (http://www.agingwithdignity.org/five-wishes.php).
Our findings could inform interfaith clergy training programs about EOL care, perhaps modeled after the former Robert Wood Johnson Foundation Compassion Sabbath program (http://www.rwjf. org/reports/grr/038338.htm). Religious congregations could work with members to engage in ACP modes that are in line with religious teachings and individual beliefs and values. Although there is heterogeneity of beliefs and actions within affiliations, congregations may be a good nonclinical setting in which to have ACP discussions. Congregational leaders who can interpret religious teachings might enable individuals who might not otherwise plan for the EOL to consider ACP. It is important to have ACP discussions in community settings before medical crises occur, without the stressful context of immediate life-and-death decision making. 
